Office of Health Care Assurance

State Licensing Section

- STATEMENT OF DEFICIENCIES AND PLAN OF CORRECTION

Facility’s Name: Caring Touch ARCH/Expanded ARCH

CHAPTER 100.1

Address:
98-131 Kaluamoi Place, Pearl City, Hawaii 96782

Inspection Date: May 6, 2021 Initial

THIS PAGE MUST BE SUBMITTED WITH YOUR PLAN OF CORRECTION. IF IT IS NOT, YOUR PLAN OF
CORRECTION WILL BE RETURNED TO YOU, UNREVIEWED.

YOUR PLAN OF CORRECTION MUST BE SUBMITTED WITHIN TEN (10) WORKING DAYS. IF IT IS NOT
RECEIVED WITHIN TEN (10) WORKING DAYS, YOUR STATEMENT OF DEFICIENCIES WILL BE POSTED
ONLINE, WITHOUT YOUR RESPONSE. B g

08/16/16, Rev 09/09/16, 03/06/18, 04/16/18
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-9 Personnel. staffing and family requirements. PART 1
(a)
All individuals who either reside or provide care or services
HV
to residents in the Type I ARCH, shall have documented DID YOU CORRECT THE DEFICIENCY? 6/o5/21
evidence that they have been examined by a physician prior
to their first contact with the residents of the Type I ARCH, USE THIS SPACE TO TELL US HOW YOU
and thereafter shall be examined by a physician annually, CORRECTED THE DEFICIENCY
to certify that they are free of infectious diseases.
FINDINGS THE CURRENT FPHYSICAL EXAMINATION
Substitute care giver (SCG) #1 and SCG #2 - No current (NE Fo 12
physical examination. Submit a copy for each with the For =2oz\ WAS OBTA =D
plan of correction (POC). SCG H | AnND SCEe #H 2 AND WAS
PrACED I1INTO THE HOME RECORDS.
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-9 Personnel, staffing and family requirements. PART 2
(a)
All individuals who either reside or provide care or services
to residents in the Type I ARCH, shall have documented FUTURE PLAN
evidence that they have been examined by a physician prior
to their first contact with the residents of the Type I ARCH, USE THIS SPACE TO EXPLAIN YOUR FUTURE
and thereafter shall be examined by a physician annually, to | PLAN: WHAT WILL YOU DO TO ENSURE THAT
certify that they are free of infectious diseases. IT DOESN’T HAPPEN AGAIN?
FIADINGS = T THIS FROM HApPPEN
Substitute care giver (SCG) #1 and SCG #2 - No current TO PREYVENT F HAPPENING G/aSf2.4
physical examination. Submit a copy for each with the AGAIN , IVE  MADE A CHECKLIST OF THE
Hu—mku OA. ﬂOﬂﬂOOHmOﬂ %OOV. NECESSARY QOOA\.?\—WZ\G w/\m.mvmlU m“% ALl
THE SUBSTITUTES . /I8N ADP1TTON TO THAT , T
WiLL USE A CaALBENDARK TO TRACKk Al
DPUE DATES AND Wit ALSO USE
CPREADSTHEETS MADE FrROM My LAPTOPR
TO IPENTIFY WHEN REQUUREAMENTS
ARE pUE T? AREVENT THERM Freo M
EXPIRING » LASTLY , T Wit 1 NFore
OTHFIR CarRECIVERS WHEN AN JTEM
IS DUE FTodik weekxs BETORE 1T 1S
DPuE .
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RULES (CRITERIA) PLAN OF CORRECTION Completion
. : Date
§11-100.1-15 Medications. (b) PART 1
Drugs shall be stored under proper conditions of sanitation,
temperature, light, moisture, ventilation, segregation, and
security. Medications that require storage in a refrigerator
shall be properly labeled and kept in a separate locked
container.
FINDINGS
There was a white, oval shaped pill in the medication
storage container.
The pill was removed during the inspection.
Correcting the deficiency
after-the-fact is not
practical/appropriate. For
this deficiency, only a future
plan is required.
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PLAN OF CORRECTION -

RULES (CRITERIA) Completion
v Date
§11-100.1-15 Medications. (b) PART 2
Drugs shall be stored under proper conditions of sanitation,
temperature, light, moisture, ventilation, segregation, and
security. Medications that require storage in a refrigerator FUTURE PLAN
shall be properly labeled and kept in a separate locked
container. USE THIS SPACE TO EXPLAIN YOUR FUTURE
PLAN: WHAT WILL YOU DO TO ENSURE THAT
FINDINGS L o IT DOESN’T HAPPEN AGAIN?
There was a white, oval shaped pill in the medication
storage container.
. . . . T wil cHECK A THE MEpicaATIONs N
The pill was removed during the inspection. HE LocK BOX EVERY TIME AFTER 5 \ON\N_
o3BT INING MED I CATIONS TO ENSURE
NoTHING 15 LOOSE . T Witk XSO
MAIKE SWRE- THAT THE BLISTER- PACK
18 Atwavys SECURED .
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-15 Medications. (e) PART 1
All medications and supplements, such as vitamins,
minerals, .mma formulas, shall be made available as ordered DID YOU CORRECT THE DEFICIENCY?
by a physician or APRN.
FINDINGS USE THIS SPACE TO TELL US HOW YOU
Resident #1 - The medication record noted that CORRECTED THE DEFICIENCY
"levothyroxine" is taken at 12 noon. The label instruction
read: "Take this medication on an empty stomach preferably NOW , MEDICATION LEVOTH /ROXINF 1S = /07
1/2 to 1 hour before breakfast." The primary care giver CIVEN x7 7:30 AmM . WHICH |S paLF /07/ 2
(PCQG) stated that the medication is taken with lunch. z
AN HOUR BEFORE BREAKTAST ., AND
Carcium 18 GVEN AT |2:00 sV pUE
To THE TWoe NoOT BEINCG AsLE TO
BE CorMsuMED TOeETHFZ
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-15 Medications. (e) PART 2
All medications and supplements, such as vitamins,
minerals, and formulas, shall be made available as ordered ,
by a physician or APRN. FUTURE PLAN
FINDINGS USE THIS SPACE TO EXPLAIN YOUR FUTURE
Resident #1 - The medication record noted that PLAN: WHAT WILL YOU DO TO ENSURE THAT
"evothyroxine" is taken at 12 noon. The label instruction IT DOESN’T HAPPEN AGAIN? m\ 19/202{

read: "Take this medication on an empty stomach preferably
1/2 to 1 hour before breakfast." The primarycare giver
(PCG) stated that the medication is taken with lunch.

I

AT THE TIME. OF ApMISSION T wict
REVIEW THE %b&%ﬁmﬁbv w £E50
THE wNSEL oM THE MED ICATION
WoTTE  ANp with  foueWw
IpveTed CTIONS  AnD REcorp THE
CowrEST TIME OF TRE- DAY
MEprcaTion Is TO L& FAKEN
o THE— MmE P (CATON RECOVCD .




RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-17 Records and reports. (b)(3) PART 1
During residence, records shall include:
Progress notes that shall be written on a monthly basis, or
more often as appropriate, shall include observations of the
resident's response to medication, treatments, diet, care plan,
any changes in condition, indications of illness or injury,
behavior patterns including the date, time, and any and all
action taken. Documentation shall be completed
immediately when any incident occurs;
FINDINGS
Resident #1 - Progress notes did not include observations of
the following: o o
e  Resident's tolerance to crushed medication Oc N.N‘G GHM—HN H_H@ Q@mﬁﬂﬁz OVN
e Resident's tolerance to "Glucerna 1 can BID" o
o  Resident's need for and response to "ketoconazole 2% Mﬂﬂ.ﬂﬁﬂ.lﬁ—.ﬂ Glﬁ.m— OH Is QH
cream" for rash applied daily . .
practical/appropriate. For
L] ®
this deficiency, only a future
* °
plan is required.
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-17 Records and reports. (b)(3) "PART 2
During residence, records shall include:
Progress notes that shall be written on a monthly basis, or FUTURE PLAN
more often as appropriate, shall include observations of the
resident's résponse to medication, treatments, diet, care plan, | USE THIS SPACE TO EXPLAIN YOUR FUTURE
any changes in condition, indications of illness or injury, PLAN: WHAT WILL YOU DO TO ENSURE THAT
behavior patterns including the date, time, and any and all IT DOESN’T HAPPEN AGAIN?
action taken. Documentation shall be completed
immediately when any incident occurs;
%\ t w\Soﬁ

FINDINGS T Wil USE A cHECKLIST EM
Resident #1 - Progress notes did not include observations of AS A REMINpER.
the following: T MWWotUpe o8 THE. MENTHLY

e Resident's tolerance to crushed medication

o Resident's tolerance to "Glucerna 1 can BID"

e  Resident's need for and response to "ketoconazole 2%
cream" for rash applied daily

6% Ly €29 &

PrROCRESS MNOTES | OB s ERVATIONS
©F THE RESIPENTS TUOLERAN eFE T
CRuUSHED MEpICATION , NUTRITIONAL

SUPPLEMENTS AND prRN MEpIicaTion




RULES (CRITERIA)

PLAN OF CORRECTION

Completion
Date

§11-100.1-17 Records and reports. (b)(4)
During residence, records shall include:

Entries describing treatments and services remdered;

FINDINGS

Resident #1 - No documentation that medicaton are

crushed.

A A

PART 1

DID YOU CORRECT THE DEFICIENCY?

USE THIS SPACE TO TELL US HOW YOU
CORRECTED THE DEFICIENCY

YES, B PEFCIENCY WAS CORREBEL BY
oBTAIING A pocTove’sS oprpir FOre CIRUSHED
MEDICaTIoN . 2LSo BOT & NURSING PELEGSHSTION
Froml THE CaSE MANASER. O8N pHow TO APMINGG
MEp1caTION . CrRUSHED MEDICATIONS SroULD Y
COCUMENTED N THE MEDICATION RECORD | 1n
o THE SERVICE PLAN xNp YROSRESS Nomp
» pocror!s oRpEsg- WAS FAYEY T AR AN
So ThaY can CORRECT AND urpAaTE TH¥E
MED| caTION RECOSRDS |

W\.?«\. 20
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D> m.
crupED
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5 Cy

TO CRUSH CAPSULES BEAPS , unNsCrew THE. D»LW&M

POUR copntenTS 8 A 71LL CRUSHERZ 15D GRIMD

INTD & SMOOT COMSISTENCY . pUT IN A Sraalll

Mi ¥ wiTH APPLF SAUCE THEN omMmin ) sTHZ

;\z(_amng.mr%.
IN THE TUTUKE | F Wit Mmag SRE TO
REVIEW THE LOTDRIS oRPER , MEDICATIONS
RECORD XND NURSING PELEG2TIONS  THET
CRUSHES MELICKTION WS 1MDIGATED. AND T

ANY OF THESE ARE MISSING , T wiLl msRe

SURE T osTAIN THE COMPLETE ProCUMENTS

witHIN 4B HRrS . ATTERL 2pa(sSION -
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RULES (CRITERIA) PLAN OF OOEGHHOZ OoEEwﬁoﬁJ
Date
§11-100.1-17 Records and reports. (b)(4) PART 2
During residence, records shall include:
Entries describing treatments and services rendered; FUTURE PLAN
&/19 /202

FINDINGS
Resident #1 - No documentation that medication are

crushed.

USE THIS SPACE TO EXPLAIN YOUR FUTURE
PLAN: WHAT WILL YOU DO TO ENSURE THAT
IT DOESN’T HAPPEN AGAIN?

T witt POCUMENT N THE smag THAT
THE MEDQ|camnonN (S CRUSHEP
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-21 Residents' and primary care giers' rights and PART 1
responsibilities. (a)(1)(A)
Residents' rights and responsibilities: DID YOU CORRECT THE DEFICIENCY?
Written policies regarding the rights and respnsibilities of
residents during the stay in the Type I ARCHshall be USE THIS SPACE TO TELL US HOW YOU 5 oeynoz)

established and a copy shall be provided to tle resident and
the resident’s family, legal guardian, surrogas, sponsoring
agency or representative payee, and to the pulic upon
request. The Type I ARCH policies and proedures shall
provide that each individual admitted shall:

Be fully informed orally or in writing, prior t or at the time
of admission, of these rights and of all rules pverning
resident conduct. There shall be documentatbn signed by
the resident that this procedure has been carréd out;

FINDINGS
Resident #1 - No documentation that ARCH jolicies were
established with the resident, resident's famil;.

1 31518
340G
26 2IVLS

gzom

CORRECTED THE DEFICIENCY

.\mwu THE DEFICIEXCY WAS ConrreCTED
By 1mFORMIAG THE ReSIDENTS TEALY B
PHOSE |, TEXT & THROUGH BrAIL. 4 WA TTEN]
Poricy wasS REVIEWED acAN wiH THE
RESIPENT’S TFamM LY . BOTH- FARTIES >GREED
AND  STENED THE DOCUMTINTS . o pe il ivpES
THEAM T SieN THE wRITTEN FOLICIES
Wit 24 wes . T (o7 seNEFp snre
RETURNED , T witk NToRM THE CASE
MaNACEs. [MMEDI STELY AND ADOMLSSION
witl NOT 815 VALLD SLenNED goOHICVES
WERE RECEWVEY R~ffore 24 Hras
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-21 Residents' and primary care givers' rights and PART 2
responsibilities. (a)(1)(A)
Residents' rights and responsibilities: FUTURE PLAN
Written policies regarding the rights and responsibilities of
residents during the stay in the Type I ARCH shall be USE THIS SPACE TO EXPLAIN YOUR FUTURE
established and a copy shall be provided to the resident and PLAN: WHAT WILL YOU DO TO ENSURE THAT
the resident’s family, .Momm_ guardian, wzﬁommﬁonmwoﬁmggm IT DOESN’T HAPPEN AGAIN?
agency or representative payee, and to the public upon
request. The Type I ARCH policies and procedures shall
provide that each individual admitted shall: IN THE TFUTURE , I WitL BHavE A PRISTED
= TRV
Be fully informed orally or in writing, prior to or at the time Coyy Fors B ot ME  xND ONE TTERL W
of admission, of these rights and of all rules governing BE GivERN TO THE FAMILY [ T THE 5 /i
resident conduct. There shall be documentation signed by _ _ NG /2
the resident that this procedure has been carried out; Franicy 15 NOT PRESENT DU
Apmicsion FOWIiL- 1 STEAD MBI,
FINDINGS = - w
et ) _ 2 AN wirl FoiLo
Resident #1 - No documentation that ARCH policies were EmsilL, OR 7 ol
established with the resident, resident's family. up oN 1T EVERY paAY usSTIL E
RECE(vE THE DOCUMENTS BACKR . IH
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-83 Personnel and staffing requirements. (1) PART 1 :
In addition to the requirements in subchapter 2 and 3;
A registered nurse other than the licensee or primary care DID YOU €O CTTHE DEFICIENCY?
giver shall train and monitor primary care givers and
substitutes in providing daily personal and specialized care USE THIS SPACE TOTELL US HOW YOU
to residents as needed to implement their care plan; CORRECTED TYE DEFICIENCY
FINDINGS
Resident #1 - No training by the registered nurse as it NURSING PELECATIONS Tl CaRUSHED
um:&:m. to a_.:m:.mm Gw&omﬁ.o? medication in capsule form ME D1 C a1 ONE MEDI CATION N Ox PsULE 514/ 2]
and topical medication. z
Form , AND TOFICALS ~waAS DONE
By RESDENT .S CASE MANASEMENT
RESIPENT.IE RECORDPS
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-83 Personnel and staffing requirements. (1) PART 2
In addition to the requirements in subchapter? and 3:
A registered nurse other than the licensee or primary care FUTURE PLAN
giver shall train and monitor primary care givers and
substitutes in providing daily personal and spcialized care USE THIS SPACE TO EXPLAIN YOUR FUTURE
to residents as needed to implement their careplan; PLAN: WHAT WILL YOU DO TO ENSURE THAT
IT DOESN’T HAPPEN AGAIN? S/4/zoz)

FINDINGS

Resident #1 - No training by the registered nuse as it
pertains to crushed medication, medication in capsule form
and topical medication.

T PREVEAMNT THIS pPEFICLENCY Ficor) SRECUrreInNG
T Wit MEKE SURg -7Ha7 - THE- CASE. MANA GBI~
witl pO THE- prorrt maMING For ALl THE
CARE. CVERS XS )T FPBWTARS Jo sPECALZED
e tyol AOMISSION . Pce aNp sScc sHoULD
RECEIvED MPTEC TRXMNNG pELEOATION FTaan
THE caASE Mo MNa G- wiITH- RETURN
PEMonSTRATION . BORY FPRCTES  Wite S1&N THE
PELECaneN . (T THERKE (S MO NURSING PIECE —
Grrod wiTHIN 48 PRS- cax wit- BF HOTYFIED
VIMMENATELY MND FERM I MATION OF C&RE
OR. NO PPMISSION WiLl- &E- MAPE - UPer)
AOMISSION AL THE NECESsSMCY CHRE SHouLlp
BE (oD CATED (N THE sERVICE [P NT
et THE TRAININ G WLL-BE I RSTRACT =P




RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-88 Case management qualifications and services. PART 1
(©)(4)
Case management services for each expanded ARCH 0
resident shall be chosen by the resident, resident's family or DID YOU CORRECT THE DEFICIENCY?
surrogate in collaboration with the primary care giver and
physician or APRN. The case manager shall: USE THIS SPACE TO TELL US HOW YOU
CORRECTED THE DEFICIENCY
Update the care plan as changes occur in the expanded
ARCH resident care needs, services and/or interventions; THE DPEFIMENGY WAS CORRECTED B)
FINDINGS eZTAINING BMD ORPER. TO USE h\l\ﬁ
Resident #1 - The care plan, updated 1/18/21, did not MEASUREMENT OF upPPErR et
address alternatives to monthly weights. iR CUMFERENCE 17 UNAKBLE TO
oAl THROUSH A RESULAIS WEISH]
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-88 Case management qualifications and serviges. PART 2
4
Case management services for each expanded ARCH
resident shall be chosen by the resident, resident's family or FUTURE PLAN
surrogate in collaboration with the primary care giver and
physician or APRN. The case manager shall: USE THIS SPACE TO EXPLAIN YOUR FUTURE
PLAN: WHAT WILL YOUDO TO ENSURE THAT
Update the care plan as changes occur in the expanded IT DOESN’T HAPPEN AGAIN?
ARCH resident care needs, services and/or interventions;
B/\9/ 2oz \

FINDINGS
Resident #1 - The care plan, updated 1/18/21, did not
address alternatives to monthly weights,

T Wik RExp THE OARE ALAN , WoRK wi1TH
THE CASE mMmaNASERZ SO THE GaIE AN

INccUpES THE SERVICES THaT T
YROVIDED WHEN TBE RESIDENT IS
UNsi, B2 TO STAND O WEIGHT

ACTERNATIVE NEED Tp T [N CLUDED

N THE CaRE Paird
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Licensee’s/Administrator’s Signature:

LESHITE ANN . BAisorEres

Print Name:
Date: 7/ 2R
Licensee’s/Administrator’s Signature: paki

: 1ESLre AaM P ogateesTER QS
Print Name:

AUG .19 z2ep
Date: ’ |
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